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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - OTHER TYPE OF CARE - BASIS FOR 
REIMBURSEMENT 

07198 D.Group 4 forobservationservicesisestablishedtoreimburse such 
services that are provided when aPATIENT’Scurrent CONDITIONdoe8 not 
warrant an inpatient admissionbut does require an extended periodof 
observation in order to evaluate and treatthe patient in a setting which 
provides ancillary resourcesfor diagnosis or treatment with appropriate 
medical andskilled nursing care. TheHOSPITAL may BILL far both 
observation and otherAPL procedures but  will be reimbursed onlyfor 
the procedure (group)with the highest reimbursement rate. 
OBESERVATIONservices will  be reimbursed underone of three categories: 
at least onehour but less than six hours andthiRTy-one minutes of 
services; at least six hours and thirty-oneminutes but less than twelve 
hours and THRIty-oneminutes ofservices: or. twelve hours and thirty-one 
minutes of services or more. 

07199 E. Group 5 forpsychiatrictreatment services is established to reimburse 
for certain outpatient treatment psychiatricservices that are provided by 
a hospital thatis enrolled withthe Department to provide inpatient 
psychiatricServices. Under this group, the Departmentwill reimburse 
Type A and TypeB PsychiatricClinic Services. at different rates. as 
defined in the Illinois AdmlnistRatlve Code at 89 111. Adm. Code Section 
148.40.d.2. and the Illinois MedicaidState Plan. A different rate w i l l  
also be reimbursed to children's HOSPITALSas defined in 89 111. Adm. 
149.5Ofc)f31and Attachment.19A. Chapter ll.C.3 in the Illinois 
Medicaid Stale Plan. The rate for such services is based on periodic 
NEGOTIATIONSwith representativesof the hospital industry. 

07/99 F. Group 6 for physicalrehabilitation seRvicesisestablished to reimburse 
for certain outpatient physical REhabilitationservices-Under this group. 
the Department will reimbursefor services provided by a general care 
hospital not enrolled with the Department to provide inpatient physical 
rehabilitation servicesat B different rate than will be reimbursed for 
physical rehabilitationservices provided by a hospitalthat is ENROLLED 
with the Department that provides SPECIALIZED physical rehabilitation 
services. The rate for such SERVICES is based on periodic negotiations 
with representatives of the hospitalindustry. A different ratewill be 
reimbursed to children's HOSPITALSas defined in 89 111. Adm. 
149.50lc)(31and Attachment4.19A. Chapter 11.C.3 in the Illinois 
Medicaid State Plan. The rate for suchService$ Is based on Deriodic 
n; 
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